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Aging is a natural process that causes changes in the body structure and function, reducing vitality and triggering the onset of agerelated diseases (Lopes, Nascimento, Esteves, Terroso, & Argimon, 2013) . Among the many disorders affecting the elderly, depression, anxiety, and cognitive impairment deserve special attention since they have high prevalence and a negative impact on the Quality of Life (QoL) in patients with dementia (Hamdan & Corrêa, 2009 ).
The onset and progression of cognitive impairment varies depending on educational, health, and personality factors, as well as on the overall intellectual level and mental capacities of the individual (Guedes, Barbosa, & Magalhães, 2013) . Older adults with cognitive impairment and experiencing difficulties in performing activities of daily living are at risk of losing independence, which leads to feelings of uselessness, lowers their quality of life, and worsens their emotional state (Tavares & Dias, 2012) .
It has been shown that older adults with depressive symptoms and severe anxiety symptoms have cognitive deficit or impairment (García-Pena et al., 2008; Yen, Rebok, Gallo, Jones, & Tennstedt, 2011) . Anxiety and depressive disorders are common among older adults, and are considered as the main causes of emotional distress and reduced quality of life (Minghelli, Tomé, Nunes, Neves, & Simões, 2013) . It is known that elderly people with mild cognitive impairment and depression are at increased risk of developing dementia than those who have one or the other disorder (Scoralick, Pinheiro, Silva, & Cunha, 2011) .
Brazilian epidemiological studies with older adults have shown that the prevalence of depressive symptoms varies between 19 and 34% in different regions of the country (Batistoni, Neri, & Cupertino, 2010; Benedetti, Borges, Petroski, & Gonçalves, 2008; Hoffmann, Ribeiro, Farnese, & Lima, 2010; Lima, Silva, & Ramos, 2009) . The high prevalence of depression is an important public health problem, which deserves attention from health professionals and health service managers.
On the other hand, it has been reported that active older adults who participate in senior centers show good or satisfactory quality of life (Serbim & Figueiredo, 2011; Silva, Carvalho, Lima, & Rodrigues, 2011) . Such quality of life is a common need of the elderly, and is described in terms of functional capacity, independence, and ability to engage in everyday life activities (Vitorino, Paskulin, & Vianna, 2013) . According to the World Health Organization (1995), quality of life is defined as an individual's perception of his/her position in life in the context of the culture and value systems in which he/she lives, and in relation to his/her goals, expectations, standards and concerns. This is a broad-ranging and complex concept encompassing physical health, psychological state, level of independence, social relationships, personal beliefs, and relationship with features of the environment.
Therefore, the present study aimed to analyze quality of life and determine the prevalence of cognitive impairment, anxiety, and depressive symptoms in older adults participating in senior centers.
Method Participants
This descriptive cross-sectional study was carried out in a convenience sample of 120 participants from two senior centers in the city of Passo Fundo, RS, Centro Regional de Estudos e Atividades da Terceira Idade (Regional Center of Studies and Activities of the Third Age) and Departamento de Atenção ao Idoso (Department for Elderly Care). All participants were elderly of both genders, aged 60 years or older, had an active lifestyle, and lived in the community.
The participants were selected using the convenience sampling technique in these two senior centers, where they were engaged in cognitive, physical, and social activities. The older adults were selected according to the following inclusion criteria: they had to be participants at one of the two senior centers and had to be at least 60 years of age. Accordingly, of the 148 individuals interviewed, 28 were excluded.
Instruments
The following instruments were used: a Socio-demographic and Health Questionnaire, Geriatric Depression Scale (GDS-15), Beck Anxiety Inventory (BAI), World Health Organization Quality of Life -BREF (WHOQOL-BREF), and Addenbrooke's Cognitive Examination -Revised (ACE-R). The administration of these instruments to each participant required approximately 1 1/2 hours. Data was collected individually in a quiet room at the senior centers.
Socio-Demographic and Health Questionnaire. The questionnaire included gender, age, level of education, income, marital status, and perceived health and memory status. It was prepared by the authors to determine the participants' profile.
Geriatric Depression Scale (Yesavage et al., 1983) . Is an instrument used to assess depressive symptoms and screen for depression. It is a series of 15 yes/no questions; 0 or 1 point is scored for each response. A total score greater than five points is suggestive of depression.
Beck Anxiety Inventory (Cunha, 2001) . Is an instrument to measure the severity and intensity of anxiety symptoms. It is composed of 21 items scored 0-4 that rate symptoms as absent, mild, moderate, and severe. A total score greater than 20 points is suggestive of Anxiety symptoms.
World Health Organization Quality of Life -BREF this is instrument used to assesses four domains of quality of life (physical, psychological, social relationships, and environment), including a score relating to overall quality of life. It is composed of 26 items scored 1-5. There are no cut-off points; the higher the score (0-100), the better the quality of life (Fleck et al., 2000) .
Addenbrooke Cognitive Examination, a brief cognitive screening test that assesses five neurocognitive domains: attention/orientation (18 points), memory (26 points), verbal fluency (14 points), language (26 points), and visuospatial abilities (16 points). Cut-off points are calculated based on the level of education: ≥ 50 points for illiterate, ≥ 60 points for 1-4 four years of schooling, ≥ 70 points for 5-8 years of schooling, ≥ 80 points for more than 9 years of schooling. Total score is 100. High scores are suggestive of better cognitive function (Carvalho & Caramelli, 2007 All individuals who agreed to participate were individually interviewed, signed the Informed Consent form, and answered the sociodemographic and health questionnaire and questions relative to the cognitive performance functions (ACE-R), depressive symptoms (GDS-15), anxiety symptoms (BAI), and perception of quality of life (WHOQOL-BREF).
In the data analysis, numerical variables were expressed as mean ± standard deviation or median (25th and 75th percentiles), according to the distribution, i.e., if it was normally or not normally distributed. The qualitative variables were described as absolute and relative frequencies. The correlation between the total score of the ACE-R, BAI, GDS-15, and the domains of quality of life and overall QoL (WHOQOL-BREF) were determined using Pearson's correlation coefficient; the correlation was considered statistically significant when p < 0.05. Data were stored using Microsoft Excel 2010 for Windows and were analyzed using the Statistical Package for Social Sciences (SPSS) for Windows, version 17.0. Table 1 shows the socio-demographic profile of the sample. The mean age of participants was 66.61 ± 5.638 years; 78.3% of the participants were female and 21.7% were male. Most of them (75%) were aged between 60 and 69 years; 33.3% had 11 years of schooling (completed high school -Brazil). Most participants (57.5%) perceived their memory as fair/poor, and 84.2% reported forgetfulness. However, 62.5% of the participants perceived their health as excellent/good for. Table 2 shows the analysis of quality of life. It was found that the studied population had a good and satisfactory quality of life (total score ranging from 0-100); the higher the score, the better the quality of life. The overall score was 70.65 ± 14.92 points.
Results
Ninety participants (75%) did not have signs or symptoms of cognitive impairment, and 30 (25%) showed cognitive impairment. Table 3 shows the emotional state (anxiety and depressive symptoms) of the participants. It was observed low prevalence of depressive symptoms and low levels of anxiety. Only 10 (8.33%) participants showed anxious symptoms, and 19 (15.83%) had depressive symptoms. Table 4 shows the relationships between the domains of quality of life, depression, anxiety, and cognitive performance. The domains of QoL scores were significantly correlated (p < 0.05) with the scores of the following scales: anxiety, depression, and cognitive impairment. However, no correlation was found between cognitive impairment and depression.
Discussion
It was found that the population studied showed good quality of life, low prevalence of cognitive impairment, and low levels of anxiety and depressive symptoms. In accordance with the literature (Yassuda & Silva, 2010) , the results obtained suggest that participation in senior centers has a positive effect on cognition, emotional state, and life satisfaction. In contrast, some studies on older adults residing in long-term care facilities found that their quality of life is not satisfactory (Freitas & Scheicher, 2010; Oliveira, Gomes, & Paiva, 2011) and many showed cognitive impairment (Rocha, Klein, & Pasqualotti, 2014) and depressive symptoms (Galhardo, Mariosa, & Takata, 2010) .
Some studies have shown that elderly people with chronic diseases undergoing hemodialysis and Standard Deviation Mean those who had suffered a stroke had low scores of quality of life, which was considered unsatisfactory (Rangel, Belasco, & Diccini, 2013; Takemoto, Okubo, Bedendo, & Carreira, 2011) , and depressive symptoms (Braga et al., 2011) . These findings are very different from those of the present study, which showed a good and satisfactory quality of life and low prevalence of depressive symptoms.
Moreover, it was found in the present study that although some participants reported forgetful and perceived their memory fair and poor, they perceived their health as excellent or good, corroborating with the studies by Benedetti, Mazo, and Borges (2012) and Almeida, Madeira, Arantes, and Alencar (2010) , who reported that older adults participating in senior centers also showed good perception of health.
Some researchers found a positive relationship between cognitive function and quality of life (Beckert, Irigaray, & Trentini, 2012) and others argue that the more severe the cognitive impairment, the lower the quality of life (Leite et al., 2012a; Leite, Winck, Hildebrandt, Kirchner, & Silva, 2012b) . Similarly, the findings of Winocur et al. (2007) support the hypothesis that quality of life contributes to successful aging, more specifically, it contributes to preserve cognitive function.
Another plausible explanation for the positive perception of quality of life would be that the participants create new social networks as a result of their contact with other older adults in senior centers. It has been shown that the participation in senior centers can improve the quality of life (Erbolato, 2004; Serbim & Figueredo, 2011) , reduce social isolation and depression (Andrade et al., 2014; Koch et al., 2013) , and anxiety (Andrade, Mendonça, Lima, Alfenas, & Bonolo, 2012) . Some researchers have suggested that social interaction offers older adults many benefits by improving cognitive performance and enhancing life satisfaction (Yassuda & Silva, 2010) .
It is known that most social network participants are able to make their own decisions and have a somewhat satisfactory quality of life. It is important to highlight the fact that all older adults in the present study participate in senior centers; the emancipatory practices adopted in this type of center influence the quality of life of their participants. Social networks are effective in the improving and/or maintaining quality of life of older people, providing enjoyable communication experiences, confidence, leisure, sense of security, and support to deal with critical situations (Silveira, 2012) .
Relationships between anxiety and depression corroborate with findings of other researchers (Minghelli et al., 2013) . Unlike other studies (Brigola et al., 2015; Silva et al., 2014) , the present study showed no relationship between depression and cognitive state, which is in agreement with the results reported by Paulo and Yassuda (2010) .
Relationships between quality of life, anxiety, depression, and cognition have also been reported in other studies (Antunes, Stella, Santos, Bueno, & Mello, 2005; Silva et al., 2014) . Older adults with late-onset depression showed weaker performance on tasks involving information processing speed and executive functions (Steibel & Almeida, 2010) , demonstrating that there is a relationship between depression and cognitive aspects. Chaves et al. (2014) investigated 287 older adults and found a high satisfaction with quality of life although 83% of the participants had minor depression. It has been shown that physically active older adults are less likely to have cognitive impairment, anxiety symptoms, and depression (Leite et al., 2012a ).
According to Hultsch, Hertzog, Small, and Dixon (1999) , engaging in intellectual activities is a possible protective factor against cognitive impairment in elderly people. These authors offer an alternative hypothesis suggesting that highability individuals lead intellectually active lives until cognitive impairment in old age limits their activities. Argimon, Stein, Xavier, and Trentini (2004) argue that the higher the degree of participation of older adults in leisure activities, the higher their cognitive performance. Leisure and ability to perform physical and mental activities lead to better quality of life. Level of education and more leisure options are protective factors against the decline in cognitive abilities in older people.
Based on the findings of the present study, it can be concluded that cognitively stimulating lifestyles, with challenging group activities, such as participating in senior centers in pursuit of an active aging with physical activities and leisure opportunities, appears to be a predictor of good outcomes in terms of quality of life and emotional and cognitive states in older adults.
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